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TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the factors that impact pharmaceutical care in pediatric patients. 


BACKGROUND: 


Pediatric children have greater variability in pharmacokinetic parameters. Many medications are not 
produced in pediatric dosage forms, yet they are still used outside the product monograph indications. 
Anytime calculations are required, human error can be a factor. As a result, some hospitals have configured 
their order entry systems to require a "double-check" on orders entered for pediatric patients. 


RATIONALE: 


Correct Answer: 


+ 1, I, and Ill - All the above statements are correct in the pediatric patient population 


Incorrect Answers: 
* Lonly - This is not the only correct option. 
© Ill only - This is not the only correct option. 


* Land Il only - This is not the only correct option. 


TAKEAWAY/KEY POINTS: 


The provision of pharmaceutical care in pediatric patients involves consideration of the differences in 
pharmacokinetics, lack of dosage forms and correct dose calculations, 


REFERENCE: 


[1] Lu H, Rosenbaum S. Developmental Pharmacokinetics in Pediatric Populations. The journal of pediatric 
pharmacology and therapeutics. 2014; 19(4):262-276. doi: 10.5863/1551-6776-19.4.262. 


The correct answer is: |, II, and III 


Question #: 22 
10: 53220 Which of the following best describes the provision of pharmaceutical care? 
Notanswered 
Fag Select one: 


{sera Feecoace A patient-pharmacist relationship with the provision of optimal drug therapy ¥ 


(Question #: 23 
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An up-to-date patient medication history and medication reconciliation % 
Software that displays prompts and alerts when drug-drug interactions occur % 


A physician-pharmacist relationship where drug issues are resolved * 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand the provision of pharmaceutical care. 


BACKGROUND: 


The pharmaceutical care process is a patient-centered approach that revolves around the pharmacist working 
together with the patient (receiving the care) and their healthcare providers to promote health, prevent 
disease and make sure that medications are indicated, safe and effective for the patient. 


Pharmaceutical care refers to the provision of drug therapy in order to improve a patient's health outcomes. 
The pharmacist solves and optimizes any drug therapy problems the patient may have. Medication records 
and software detecting drug interactions can facilitate patient care, but they are not in themselves 
considered to be pharmaceutical care. 


RATIONALE: 
Correct Answer: 
+ A patient-pharmacist relationship with the provision of optimal drug therapy - This is the 
definition of the provision of pharmaceutical care. The pharmacist solves and optimizes any drug 
therapy problems the patient may have. 


Incorrect Answers: 


* An up-to-date patient medication history and medication reconciliation - Such records can 
facilitate patient care, but they are not considered to be pharmaceutical care. 


+ Software that displays prompts and alerts when drug-drug interactions occur - Although this 
software can facilitate patient care, it is not in itself pharmaceutical care. 


* Aphysician-pharmacist relationship where drug issues are resolved - The provision of 
pharmaceutical care always involves the patient. As this option does not specify who the drug issues 
are resolved for, it is incorrect. 


TAKEAWAY/KEY POINTS: 
The provision of pharmaceutical care involves solving drug therapy problems that a patient experiences. 


REFERENCE: 


[1] Principles of Practice for Pharmaceutical Care. American Pharmacist Association. 
https://www.pharmacist.com/principles-practice-pharmaceutical-care. 

[2] Ramaswamy-Krishnarajan J, Hill DS. Pharmaceutical Care in Canada: An Exploratory Study of 81 
Community Pharmacies. Canadian Pharmacists Journal. 2005. 138(4):46-50. 
https://doi-org/10.1177/1715163505 13800409. 


The correct answer is: A patient-pharmacist relationship with the provision of optimal drug therapy 


Which of the following is an error of omission? 


Select one: 
Dosage missing on a prescription written by a doctor Y 
Error during transcription of a prescription % 
Error during monitoring X 


Wrong dose given by a nurse ® 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 
To understand errors of omission and commission. 


BACKGROUND: 


Errors of omission occur when information essential to filling a prescription is missing (ex. drug, dose, or 
dosage form not specified on the prescription). Since the prescription cannot be filled until clarified, these 
errors pose minimal risk to the patient. Errors of commission include incorrectly specifying the dosage 
regimen or strength on a prescription. Since the prescription could be filled, commission errors can harm the 
patient. 


RATIONALE: 


Question #: 24 


1D: 53219 
Not answered 
Fiag question 


Question #: 25 


Correct Answer: 


* Dosage missing on a prescription written by a doctor - Since the doctor forgot to write the 
intended dose, it is an error of omission (omitting crucial information). 


Incorrect Answers: 


© Error during transcription of a prescription - Errors of commission broadly include the occurrence 
of something that was not desired to have occurred. In this case, transcribing the script incorrectly was 
not the desired outcome. 


* Error during monitoring - Errors that happen after the dispensing of the drug are errors of 
commission (not omission). 


* Wrong dose given by a nurse - Errors that happen after the dispensing of the drug are errors of 
commission (not omission). 


TAKEAWAY/KEY POINTS: 


Omission errors occur when someone forgets to perform a task, whereas commission errors occur when 
someone has performed something that should not have been performed. 


REFERENCE: 


[1] Grober ED, Bohnen JMA. Defining medical error. Canadian Journal of Surgery. 2005; 48(1):39-44. 
https://ww.ncbi.nlm.nih.gov/amc/articles/PMC321 1566/. 


The correct answer is: Dosage missing on a prescription written by a doctor 


When providing pharmaceutical care, what is the most important entity to focus on? 


Select one: 
The pharmacist% 
The patient Y 
The prescription % 
The patient chart and history % 


TOPIC: Quality and Safety 


LEARNING OBJECTIVE: 


To understand the importance of the pharmaceutical care process. 


BACKGROUND: 


The pharmaceutical care process is a patient-centered approach that revolves around the pharmacist working 
together with the patient (receiving the care) and their healthcare providers to promote health, prevent 
disease and make sure that medications are indicated, safe and effective for the patient. 


RATIONALE: 
Correct Answer: 


© The patient - The patient is the person receiving pharmaceutical care. 


Incorrect Answers: 
* The pharmacist - The pharmacist is the person providing (not receiving) the pharmaceutical care. 
* The prescription - The prescription may or may not be part of the pharmaceutical care process. 


+ The patient chart and history - These records may or may not be relevant to the pharmaceutical care 
provided in a certain instance. 


TAKEAWAY/KEY POINTS: 


The pharmaceutical care process revolves around the patient and working with them to promote optimal 
health. 


REFERENCE: 


[1] Principles of Practice for Pharmaceutical Care. American Pharmacist Association. 
httos://www.pharmacist.com/principles-practice-pharmaceutical-care. 


The correct answer is: The patient 
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(Select the most correct answer) 


Select one: 
Health Canada ® 
Institute for Safe Medication Practices Canada (ISMP) % 
Canadian Pharmacists Association (CPhA) % 
Health Canada and Institute for Safe Medication Practices Canada (ISMP) Y 


TOPIC: Knowledge & Research Application 


LEARNING OBJECTIVE: 
To identify resources to find medication safety alerts. 


BACKGROUND: 


Both Health Canada and the Institute for Safe Medication Practices contribute recalls, notices, and warnings 
regarding medication safety. The Institute for Safe Medication Practices (ISMP) is the only nonprofit, non- 
government organization devoted entirely to preventing medication errors. ISMP is known and respected as 
the gold standard for medication safety information. The ISMP runs the only national voluntary practitioner 
medication error reporting program, publishes newsletters with real-time error information read and trusted 
throughout the global healthcare community, and offers a wide range of unique educational programs, tools, 
and guidelines. CPhA is a national advocacy organization. Advocating for the profession of pharmacy across 
Canada is the main responsibility of CPhA. They are the largest single voice of pharmacists in Canada and 
lead a number of national projects, conferences, and publications. They also offer Continuing Education (CE) 
programs and actively enhance the reputation of the pharmacy profession, However, they do not provide 
Medication Safety Alerts. Therefore, refer to ISMP or Health Canada for a comprehensive list of medication 
safety alerts 


RATIONALE: 
Correct Answer: 
e Health Canada and Institute for Safe Medication Practices Canada (ISMP) - Health Canada 


Advisories, Warning, Recalls, and ISMP Canada provide a comprehensive list of medication safety 
alerts. 


Incorrect Answers: 


Health Canada - This is not the most correct answer choice. 


Institute for Safe Medication Practices Canada (ISMP) - This is not the most correct answer choice. 


Canadian Pharmacists Association (CPhA) - CPhA is a national advocacy organization. However, 
they do not provide Medication Safety Alerts. Therefore, refer to ISMP or Health Canada for a 
comprehensive list of medication safety alerts. 


TAKEAWAY/KEY POINTS: 

Health Canada and ISMP are both organizations that relay medication safety wamings to healthcare 
professionals and the public. 

REFERENCE: 

[1] ISMP Canada. https://www.ismp-canada.org/index htm 

The correct answer is: Health Canada and Institute for Safe Medication Practices Canada (ISMP) 


In Canada, adverse drug reactions should be reported to: 


Select one: 
Canada Vigilance Program ¥ 
Canadian Medication Incident Reporting and Prevention System (CMIPRS) # 
Canadian Agency for Drugs and Technologies in Health (CADTH) * 
Canadian Institute for Health Information (CIHI) ¥ 


TOPIC: Product Distribution 


LEARNING OBJECTIVE: 
To understand the difference between medication errors and adverse drug reactions. 


BACKGROUND: 


A medication error, also known as a medication incident, is a mistake with a medication or a problem that 
could canca a mistaka with medication Ganarally medication incidents ara nravantahla and mav inchida 


Question #: 27 


10:357 
Notanswered 


Flag 


Send Feedback 


errors like receiving the wrong medication or wrong dose. 
side effects, are unwanted negative effects that occur when drugs are used under normal conditions, Adverse 
reactions do not involve errors and generally cannot be prevented, unlike medication incidents. Medication 
incidents should be reported to Canadian Medication Incident Reporting and Prevention System (CMIPRS) via 
the Institute for Safe Medication Practices (ISMP). Adverse reactions should be reported to Health Canada's 
Canada Vigilance Program. 


RATIONALE: 


Correct Answer: 


* Canada nce Program - Adverse reactions should be reported to Health Canada’s Canada 
Vigilance Program. 


Incorrect Answers: 


* Canadian Medication Incident Reporting and Prevention System (CMIPRS) - Adverse drug 
reactions are not reported to this organization. 


* Canadian Agency for Drugs and Technologies in Health (CADTH) - Adverse drug reactions are not 
reported to this organization. 


+ Canadian Institute for Health Information (CIHI) - Adverse drug reactions are not reported to this 
organization. 


TAKEAWAY/KEY POINTS: 


Medication incidents should be reported to Canadian Medication Incident Reporting and Prevention System 
(CMIPRS) via the Institute for Safe Medication Practices (ISMP). Adverse reactions should be reported to 
Health Canada's Canada Vigilance Program. 


REFERENCE: 


[1] Government of Canada. Health Canada's role in the Management and Prevention of Harmful Medication 
Incidents. https://www.canada.ca/en/health-canada/services/drugs-health-products/medeffect- 
canada/medeffect-canada-role-management-prevention-harmful-medication-incidents.html. 


The correct answer is: Canada Vigilance Program 


The hospital pharmacy manager is reviewing methods to reduce errors with sound-alike, look-alike 
drugs within the pharmacy. 


Which of the following actions would NOT help reduce the errors with sound-alike/look-alike drugs? 


Select one: 
Use different shelves and separate storing areas for these items X 
Implement a double-check process for dispensing * 
Pharmacists should conduct education programs to inform the nurses ¥ 


Indicate on the e-MAR and vial label notation when these items are dispensed X 


TOPIC: Practice Setting (Management) 
LEARNING OBJECTIVE: 

To identify how to reduce look-alike or sound-alike medication errors. 

BACKGROUND: 

The existence of look-alike/soundalike drug names is one of the most common causes of medication errors 
today and is of concern across all pharmacy bodies. As more medicines and new brands are being marketed 
in addition to the thousands already available, there is always a risk of medication errors. Informing nurses 
about this is least likely to reduce this type of error rate. Most of the sound-alike/look-alike drug errors occur 
in the pharmacy during the dispensing process. 

Simplicity, standardization, differentiation, lack of duplication, and unambiguous communication are 
important concepts that are relevant to the medication-use process. Separating drugs with this issue can 
help with preventing sound-alike, look-alike errors. A double-check process can help with preventing sound- 
alike, look-alike errors. For example, a note “sound-alike, look-alike” is a good warning when dispensing 
drugs with this potential. For example doBUTAMIne versus doPAMINE. 

RATIONALE: 

Correct Answer: 


(Option #3): Informing nurses about this issue is least likely to reduce this type of error. Most of the sound- 
alike/look-alike drug errors occur in the pharmacy during the dispensing process. 


Incorrect Answers: 


(Option #1): Separating drugs with this issue can help with preventing sound-alike, look-alike errors. 
(Option #2): A double-check process can help with preventing sound-alike, look-alike errors. 

(Option #4): This is a goad strategy to prevent sound-alike, look-alike errors. For example, a nate "sound- 
alike, look-alike" is a good warning when dispensing drugs with this potential. 


TAKEAWAY/KEY POINTS: 


Question #: 28 


10:356 
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Question #: 29 
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Not answered 


Flag question 


ranman ieuenng, Separauon or arugs ana nouces when iwokaike meaicauons are processed are imporiane 
measures to reduce medication errors. 


REFERENCE: 


[1] ISMP Canada. Preventable Medication Errors - Look-alike/Sound-alike Drug Names. https://www.ismp- 
canada.org/download/PharmacyConnection/PC2014-02-Spring_LookalikeSoundalike pdf 


The correct answer is: Pharmacists should conduct education programs to inform the nurses 


What is the MOST common reason for pharmacy dispensing errors? 


Select one: 

a. Increased workload Y 

b. Limited counter space X 
Poor lighting and facilities * 
Double-check of orders X 


i 


e. Poor inventory management * 


RATIONALE: 


Correct Answer: 


(Option 1): "Too many phone calls", "very busy day’, "too many customers", were cited as the most common 
factors leading to mistakes by Pharmacists in an Instute of Medicine report. These were followed by “lack of 
concentration”, "no double-check with a percentage" of 40-50%, followed by “staff shortage’, "no time to 
counsel", “illegible prescription", "misinterpreted prescriptions’, "similar drug names". Thus an increased 
workload is, among those factors listed, the MOST/b> likely to cause errors. Furthermore a double-check 
of all orders reduces error rates not increase it. Inventory management type of errors may include 
dispensing stale (expired) products which is less likely to occur compare to another type of error. 


Incorrect Answers: 
(Option 2): This is less likely to cause errors compared to the other factors. 
(Option 3): This is less likely to cause errors compared to the other factors. 


(Option 4): This is LEAST likely to cause errors compared to the other factors. Furthermore a Double-check 
of all orders reduces error rates not increase it. 


(Option 5): Inventory management type of errors may include dispensing stale (expired) products which is 
less likely to occur compare to another type of error. 


The correct answer is: Increased workload 


THE NEXT 4 


IESTIONS INCLUSIVE REFER TO THE FOLLOWING CASI 


JRis a 34-year-old male that presents to your clinic with a prescription. He states that he saw his 
family physician due to elbow pain and was then referred to a specialist. The specialist has provided 
JRwith a prescription and a requisition for medical imaging. 


In this case, who is the primary care provider? 


Select one: 
JRX 
JR's physician ¥ 
The specialist ¥ 


Theré is no primary care provider X 


TOPIC: The Canadian Healthcare System 
LEARNING OBJECTIVE: 

To identify levels of care in the healthcare system. 
BACKGROUND: 


There are four levels of care in Canada's healthcare system. Primary Care level is considered entry-level care 
in the healthcare system. This level of care would include the widest services regardless of demographic or 
history of care. This role is designed to promote health, prevent disease and identify diagnoses as well as 
supportive and palliative services necessary for the patient. Primary care facllities include physician's offices, 
nurse practitioners offices, and community health centers. 


RATIONALE: 
Correct Answer: 

(Option #2): JR's physician is the primary care provider in this scenario. 
Incorrect Answers: 


wuption #27 sn is ine pauentin unis scenario. 
(Option #3): The specialist would be considered as secondary care. 
(Option #4): JR's physician is the primary care provider. 


TAKEAWAY/KEY POINTS: 
A primary care physician or nurse practitioner assesses and diagnoses the initial patient concerns. 
REFERENCE: 


[1] eHealth Ontario. Health Care eBook. 
https://www.ehealthontario.on.ca/images/uploads/pages/documents/Health_Care_eBook Final,pdf. 


The correct answer is: JR's physician 


Question #: 30 
1D: 49704 JR is a patient who sees both a physician and specialist, and often visits a medical imaging facility for routine 
eer imaging. In this case, who is the secondary care provider? 


Select one: 
JRX 
JR's physician * 


The specialist 
The medical imaging facility * 


TOPIC: The Canadian Healthcare System 
LEARNING OBJECTIVE: 

To identify levels of care in the healthcare system. 
BACKGROUND: 


There are four levels of care in Canada's healthcare system. Primary care level is considered entry-level care in 
the healthcare system. This level of care would include the widest services regardless of demographic or 
history of care. This role is designed to promote health, prevent disease and identify diagnoses as well as 
supportive and palliative services necessary for the patient. Primary care facilities include physician's offices, 
nurse practitioners offices and community health centres. 


Secondary Care services are those provided by a specialist or other care providers that do not have the first 
contact with the patient. Patients are often sent to secondary care services through a primary care provider or 
another specialist. Examples of a secondary care service are usually within a community-based hospital such 
as general medicine, obstetrics, dialysis, rehabilitation, medical imaging and childbirth. 


RATIONALE: 
Correct Answer: 
(Option #3): The specialist is the secondary care provider. 


Incorrect Answers: 


(Option #1): JR is the patient in this scenario. 

(Option #2): JR's physician is the primary care provider. 

(Option #4): Medical imaging services and the specialist working in this facility are also an example of 
secondary care. However, the facility itself is not secondary care. 

TAKEAWAY/KEY POINTS: 

Secondary Care services are those provided by a specialist or other care providers that do not have the first 
contact with the patient. Patients are often sent to secondary care services through a primary care provider or 
another specialist. 


REFERENCE: 


[1] eHealth Ontario. Health Care eBook. 
httos://www.ehealthontario.on.ca/images/uploads/pages/documents/Health_Care_eBook Final.pdt. 


The correct answer is: The specialist 
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